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Medical Record Form 


1. "Child's Name ue Parent’s Name H ' 

2. Date. sus AXIGPGSS: dote disque ee CY E State x, 

3. School i. .... Date of Birth ee Parent Present ................ 

4. Age of Walking |. s Age of Talking RC 
PAST MEDICAL HISTORY 3 

5. Behavior (habits): (write details in blank spaces) ee EEN 


SPEECH DIFFICULTIES 
BED WETTING 
DISTURBED SLEEP 
NAIL BITING 

FINGER SUCKING 
PERSISTANT CRYING 
TEMPER TANTRUMS 
HABIT SPASM 

POOR EATING HABITS 
BOWEL HABITS 
MOUTH BREATHING 
*DAILY ROUTINE 


EE EE DE EE EE EEN EEN EE EE KEE KEEN Ek 


6. Diet adequate? Fruit, milk, vegetables, protein? UP MC LET EEN 
7. Approximate gain in last 12 months: weight ...........eeeee ee ge pounds, height ....... mc ET inches. 
8. Diseases (give approximate year): ees 12. Operations ' 

Check 13. Eye Symptoms een 
SCARLET FEVER ————————— MENINGITIS — ese j j : 
DIPTHERIA |. LLL pneumonia |. ||14 Sore Throat .............. Earache .............. Otorrhea ............ 
WHOOPING COUGH — — — — - PLEURISY — — — — — — (MS. Colds uses Coughs eene Sinusitus ee 
MEASLES — ms BRONCHITIS — ees 
POLIOMYLITIS — sees ASTHMA — mm ms 16. 

SMALLPOX nm RHEUMATIC FEVER 
MUMPS —— MALARIA mr 17. 
SYPHILIS) ee 18. 


OTHER 


9. Immunization & Vaccinations (successful only, enter date) | 19. 


